standing tradition within postgraduate medical education across many contexts; however, extended periods of sleep deprivation from working long shifts lead to fatigue-related impairment. [1] [2] [3] As a result, in many jurisdictions, efforts to address the problem of fatigued medical trainees have focused on restricting trainee work hours. To illustrate, in the United States in 2011, the Accreditation Council for Graduate Medical Education restricted continuous duty periods to 16 hours within a maximum 80-hour workweek. 4 Still, duty hours reforms have remained controversial there and in other contexts with regulations.
Some jurisdictions, including Canada, lack national legislated work hours for trainees. Researchers continue to question the merits of restricting duty hours amid concerns that reduced work hours compromise training 4, 5 and reduce "clinical commitment." 6(p861) Some research, however, has suggested that Europe has resolved the issue of doctors' hours with the implementation of the European Working Time Directive (EWTD), which restricts shifts to 13 hours with a maximum 48-hour workweek. 7 In 1998, the Council of Europe instituted the EWTD to "protect the health and safety of all workers in the European Union." 8(p1) Medical trainees were initially exempt from the regulations 8(p1) ; however, by 2009, all medical training programs were expected to have implemented EWTD-compliant call schedules or rotas. Critics of the EWTD suggest that it has not improved patient care or optimized training. [9] [10] [11] The empirical data in these regards are conflicting.
Cappuccio and colleagues 12 demonstrated that an EWTD-compliant rota could reduce medical errors in nonprocedural-based specialties. The authors acknowledged, however, that their study was not intended to assess the educational impact of a 48-hour workweek. 12 Another set of authors conducted a survey of surgical trainees and attending physicians, which revealed predominantly negative perceptions of the EWTDdespite the authors' acknowledgment that "the benefits to lay people appear self evident." 13(p296) In another study, three cohorts of medical graduates from the United Kingdom offered their opinions of the EWTD and questioned whether it was truly in the best interest of trainees. 14 The conflicting literature suggests that no simple solutions will resolve a problem as complex as trainee fatigue and working hours.
Our understanding of fatigue in medical trainees has expanded from seeing it as merely an emotional or physical state, to also considering it to be a social construct. 15 A social construct emerges as like-minded individuals attempt to make sense of a shared experience; over Abstract Purpose Although one proposed solution to the problem of fatigued medical trainees is the implementation of work hours regulations, concerns about the effectiveness of these regulations are growing. Canada remains one of the few Western jurisdictions without legislated regulation. Recent research suggests that fatigue is a complex social construct, rather than simply a lack of sleep; thus, the authors explored how regulations and fatigue are understood in countries with established work hours frameworks to better inform other jurisdictions looking to address trainee fatigue.
Method
Using constructivist grounded theory methodology, the authors conducted individual, semistructured interviews in 2015-2016 with 13 postgraduate medical trainees from four European countries with established work hours regulations. Data collection and analysis proceeded iteratively, and the authors used a constant comparative approach to analysis.
Results
Trainees reported that they were commonly fatigued and that they violated the work hours restrictions for various reasons, including educational pursuits. Although they understood the regulations were legislated specifically to ensure safe patient care and optimize trainee well-being, they also described implicit meanings (e.g., monitoring for trainee efficiency) and unintended consequences (e.g., losing a sense of vocation).
Conclusions
Work hours regulations carry multiple, conflicting meanings for trainees that are captured by three predominant rhetorics: the rhetoric of patient safety, of well-being, and of efficiency. Tensions within each of those rhetorics reveal that managing fatigue within clinical training environments is complex. These findings suggest that straightforward solutions are unlikely to solve the problem of fatigue, assure patient safety, and improve trainee well-being.
time, these constructs are transmitted and reinforced throughout the culture and eventually rendered as accepted truths. 16 For example, previous research from Canada suggests that postgraduate medical trainees conceptualize fatigue as a personal challenge they must overcome rather than an occupational hazard. 17 The idea of fatigue as a social construct has implications for work hours reform because it calls attention to the social context in which trainees are embedded. As medical educators continue to debate the merits and impact of work hours reform in the United States and Canada, 4, 17, 18 considering what we can learn from the European experience, given the different social context, is worthwhile. Existing research related to the EWTD has tended to focus on the experiences of trainees within a single specialty, 12, 13, 19 and many studies are confined to a single setting. 14, 20, 21 Here we sought to explore how traineesacross multiple training programs and within jurisdictions at varying stages of implementing the EWTD-understand these regulations and their relevance to the problem of trainee fatigue.
Method
We used a constructivist grounded theory approach to qualitative research because of the socially situated nature of the research question. 22 We conducted semistructured interviews with 13 postgraduate trainees from Ireland, the Netherlands, the United Kingdom, and Denmark over a one-year period from 2015 to 2016.
We recruited English-speaking trainees from various medical training institutions within the sampled countries through personal communiqués with our personal contacts in the medical education community. During data collection, the issue of work hours was receiving a great deal of attention in the United Kingdom as junior doctors (similar to post-graduate medical trainees in the United States) were striking and negotiating contracts. 23 After beginning with convenience sampling, we shifted to purposeful sampling, which was informed by the iterative analysis. 24 Our intention in sampling from multiple countries was not to compare perceptions of work hours across settings. We aimed to sample for sufficient variation in the work hours policy, which was the studied phenomenon; therefore, we limited our sampling to European countries that were at varying stages of implementation of the EWTD. We stopped collecting new data when we felt that we had achieved sufficient information power based on the high-quality dialogue with, and specificity of, the informants. 25 One investigator (T.S.T.) conducted the semistructured, individual interviews in English over Skype (Luxembourg City, Luxembourg). Fluency in English was a criterion for being included in the study; however, several participants were non-native English speakers, which may have presented a challenge in fully expressing themselves. The interviewer addressed this possibility by attempting to put all participants at ease, asking clarifying questions, and summarizing their responses to confirm understanding. We created the interview guide (Supplemental Digital Appendix 1, http:// links.lww.com/ACADMED/A470) based on insights gained through previous research in the Canadian context and our own lived experiences in the European training system. We further developed and revised the guide throughout the study based on preliminary analysis of the preceding interviews. Interviews were recorded and transcribed verbatim, and identifying names or places were subsequently removed from the transcripts. One of us (T.S.T.) recorded synchronous field notes with annotations not captured by the transcripts (e.g., "she seemed perplexed by my question" or "interview took place at home while he was watching his two children").
Analysis proceeded iteratively, in keeping with constructivist grounded theory methodology, and as mentioned we revised the interview guide to reflect and further refine the emerging analytical insights. 26 After a period of open-coding, one of us (T.S.T.) used a process of constant comparative analysis to collapse early codes into major categories. 26 T.S.T. performed open-coding on incoming transcripts, which was informed by, but not restricted to, existing codes. She also returned to earlier transcripts when new codes or categories emerged. Then, T.S.T. and L.L. performed a preliminary review of this open-coding structure. Next, all researchers (T.S.T., L.L., P.W.T., T.D.) discussed the categories and illustrative examples, which both shaped the developing coding structure and directed further theoretical sampling. Throughout this process, T.S.T. managed the data using a combination of NVivo software (QSR International, Victoria, Australia) and MindNodePro (IdeasOnCanvas, Vienna, Austria) software.
Rigorous constructivist grounded theory necessitates that the researchers involved are explicit about how their perspectives shape the research at all stages. 26 The primary investigator (T.S.T.) is a Canadian obstetrician/gynecologist who began this research during her residency training. She had conducted previous research with Canadian medical residents related to fatigue and work hours regulations. She engaged in reflexivity both by writing memos during data collection and by conducting the analysis with her coinvestigators. Coinvestigator P.W.T. completed his medical training after the implementation of the EWTD work hours regulations in the Netherlands. His orientation toward work hours and maintaining continuity with individual patients results both from his practical experience with the various effects of balancing work hours compliance and providing ongoing care for his patients, and from his experience as a researcher in the field of workplace learning in health care. Coinvestigator T.D. completed his medical training before the implementation of EWTD work hours regulations in the United Kingdom. His orientation toward work hours and maintaining continuity with patients relates to his program of research that empowers students and residents to learn in workplaces in the face of discontinuity. Coinvestigator L.L. is not a clinician; thus, her perspective remains theoretical.
The Health Sciences Research Ethics Board of Western University, the institution of the principal investigator (T.S.T.), approved this study (REB #102769).
Results
Our data set included interview transcripts of interviews with 7 male and 6 female trainees working in Ireland (n = 1), the Netherlands (n = 4), the United Kingdom (n = 5), and Denmark (n = 3). The trainees worked in the following programs: anesthesia (n = 3), general surgery (n = 1), obstetrics-gynecology (n = 3), pediatrics (n = 2), general internal medicine (n = 1), nephrology (n = 2), and cardiology (n = 1). At the time of the interviews, each participant had completed the equivalent of internship training. Beyond that commonality, they were at varying stages of their training, ranging from prespecialty training to final year of specialty training. Although all participants were training under the legislation of the EWTD, this regulation was enacted differently across contexts. For example, participants from Denmark reported the most restrictive regulations: a 37-hour workweek that had been in place since the 1980s. At the other extreme, one trainee from Ireland reported that the EWTD had not yet been fully implemented at his/her institution.
Three main findings emerged from the analysis. First, trainees understood the regulations in many different ways, and they identified inconsistencies between the perceived intent of the EWTD legislation and how they experienced its actual implementation in practice. Second, trainees did not describe rigid adherence to the regulations; instead, they navigated the regulations on a dayto-day basis according to their perception of emerging priorities. Third, trainees described working while fatigued as a commonplace occurrence that they perceived as largely unproblematic. We have elaborated on each of these findings below, illustrating them with salient quotations and corresponding anonymous participant codes (###).
Understanding the regulations
Ensuring safety or continuity. The regulations held various meanings for the trainees we interviewed, and they reported feeling a disconnect between the perceived intentions of the regulations and how they actually experienced them in practice. For instance, trainees commonly identified the regulations as means to prevent them from experiencing fatigue-related impairment: "My perspective on the work hour regulations is about safety, safety of patients and safety of trainees" (009). At the same time, trainees felt the regulations imposed unnecessary constraints that interfered with providing patient care on their own terms: "That's difficult because you want to give the best care to your patient and then you feel penalized … that, oh, you must go home" (009). As this last comment demonstrates, the safety value of the regulations diminished for trainees if they felt the rules interfered with providing "the best" patient care. When reflecting on the implications of enforced regulations, another trainee reported providing less-than-ideal care while deflecting full responsibility for doing so: "If somebody just tells you that's how it is, you have to do it, but then you lay off some of the responsibility for doing some not optimal work" (007). According to our interviewees, disruptions to continuity of care surfaced as a particularly undesirable consequence of work hours limitations: "You don't have the same continuity with your patients or your teams.… Whereas, on the old system, there was much more continuity, so you knew your department, you knew your team" (010). Trainees reported valuing continuity because they believed it enabled "a better feel for the patient" (003). The perceived threat to continuity imposed by the regulations contradicted the intention of those same regulations to improve safety.
Being compliant or inefficient. Some trainees perceived that the regulations carried meaning about the time that clinical work should take; in this context, staying longer than the regulated work hours could imply inefficiency. Fear of being criticized for being a "poor time manager" (009) led some trainees to question whether they should work beyond their scheduled hours, even for the sake of continuity: "There's lots of kind of hearsay … about what happens if you put in your [actual] hours … they'll come back to you and say you're not an efficient F1 doctor" (001). Conversely, those who were able to work within the regulations had a sense of accomplishment: "When I talk to my colleague residents, they often ask me … how can it be that you are finished at 5:00? I just work effectively, in my opinion, and get your priorities straight" (011). Other trainees found that the regulations highlighted the fiscal burden of working outside the restrictions: "because of the economic climate, we are not allowed to have extra hours if we in any way can help it" (007). Our interviewees' comments indicated that while they understood the work hours restrictions as expressly intending to promote a patient safety agenda, they perceived a tacit understanding that the rules also functioned as a barometer for efficient work practices.
Preserving well-being or professional autonomy. Another meaning of work hours regulations, as perceived by the trainees we interviewed, was protection against exploitation; however, trainees simultaneously perceived that the limited work hours could undermine their vocational autonomy. Generally, trainees appreciated that the regulations called attention to the issue of excessively long working hours:
Before the European Working Time Directive came in and the monitoring, there was no impetus to look at the hours you were working. There was no drive. So when monitoring came in and the hospitals got fined for being outside the European Working Time Directive, that was the first time ever people said, "you need to go home now." (010) One trainee emphasized the intended benefits for trainees' well-being, when she acknowledged, "there's a reason we should be going home … in the longer term, it's probably better for your health if you do go home and have a better work/life balance" (001), and yet the same trainee, like many others, found the rules unacceptably restrictive: "I'm quite obsessive. I like knowing what's going on with my patients, so if my patients needed stuff doing I would stay. Sometimes I got quite frustrated when I kept getting told to go home" (001). Trainees received the message to go home from other colleagues, occasionally attending physicians and sometimes nurses. The trainees we interviewed noticed the trade-off between personal satisfaction and abiding by work hours regulations as an imposition coming from the institutional level. One commented:
We're starting to see more and more junior doctors leaving the hospital work because they find they can't have the life they would like to have in the departments.… They don't find that they have any autonomy on work. It's the employer who decides everything and the workload is too high.…" (002)
Trainees found the regulations rigid and overbearing, which detracted from their intended purpose of preventing employees from being overworked.
Navigating regulations
Despite the perceived rigidity of the regulations, trainees-some more often than others-chose to work beyond scheduled hours. Regardless of how frequently they chose to work past their shift's official end, trainees provided a range of justifications for doing so. One justification was patient care: "If you had been involved in a particularly complicated case … then that might keep you there because you are so involved that you need to talk to people afterwards" (006). Other justifications included fulfilling tacit expectations ("If you want to work here afterwards, you need to do this" [007]); compensating for an understaffed team ("it's usually so busy that you want to help your colleagues.… And you would feel bad to leave them with all the work" [013]); or satisfying educational goals ("you do want to be there for the stuff that's going to improve your training" [003]).
Nonservice educational activities (e.g., preparing for a lecture or rounds) generally did not count toward working hours. Conversely, all service hours counted toward the working hours, even when "you just are sleeping your whole shift away, you don't learn anything" [002] . Overall, in many cases, trainees described a mismatch between their scheduled work hours and the actual time they spent at work providing patient care or gaining educational experience.
Fatigue as an accepted reality
According to our participants, across all studied contexts, trainee fatigue was an accepted reality-in spite of the EWTD. Trainees provided many examples of the ways in which fatigue was evident in themselves and others: communicating poorly, being "totally unkind" (008), feeling reluctant to get out of bed and see patients, and struggling to remain coordinated during surgery. Trainees expressed a sense that fatigue was commonplace, yet not freely spoken about, and certainly not a justification for substandard work: "we're kind of all tired all the time, but people don't really say it. I mean, people say, 'I'm tired,' but they don't say, 'Oh, I can't do that because I'm tired'" (003). Despite its pervasiveness in the clinical environment, fatigue did not warrant further contemplation among many trainees. To illustrate, one commented, "There isn't so much navelgazing or reflection either on the presence of tiredness or even how that might be modifying how you work" (008). They reported that such "navel-gazing" about fatigue was futile because there was nothing to be done about it. One resident observed: "When I've decided to do the thing, I have to finish it up.… I can't just say, 'Well, I'm tired, I have been on call, so I can't go to that important meeting'" (002). Others questioned the relevance of fatigue as a safety threat within their own practice, sometimes because they did not want to imagine that fatigue might be an issue. For example, one trainee reflected:
In my experience, when I've worked particularly long hours, I can still do my job but … things like driving home become more difficult.… I don't think, as doctors, we like to think we ever cause harm to our patients.… I really dislike the idea that my standard of care at 8:00 am and 4:00 am would be different. (010) Thus, trainees across all sampled contexts understood fatigue as a familiar experience, though only variably problematic or relevant to their clinical duties.
Discussion
We set out to understand the nature and impact of implementation of the EWTD regulations and its relevance to fatigue, as perceived by trainees who experience its effect in day-to-day practice. Our results reflect the "dazzlingly complex moral, social, intellectual, and cultural enterprise of academic medicine" 27(p141) in which participants work and train-a context in which, according to our participants, work hours regulations have both intended and unintended effects.
Among the varied meanings of work hours regulations, as trainees understand them, we have identified three rhetorics: the rhetoric of patient safety, the rhetoric of well-being, and the rhetoric of efficiency. By identifying these as rhetorics, we are acknowledging that these meanings are not only descriptive but also constructive: that is, they shape peoples' attitudes and actions. Further, these rhetorics have implications for understanding the effects of regulations in medical training contexts both inside and outside of the EWTD.
The rhetoric of patient safety that emerged in our study is also well established in the literature. 5, 28, 29 Within this rhetoric, patient safety is used both to justify and to challenge the regulations. This rhetoric seems to establish a false dichotomy wherein patients can be cared for either by a succession of unfamiliar yet wellrested trainees, or by a fatigued and potentially impaired trainee providing continuous care. Neither situation is ideal. To resolve this false dichotomy, we must critically examine the two main underlying assumptions. First, the notion that reducing work hours will alone necessarily result in rested trainees is questionable. 15, 27 The second assumption worth examining is the belief that safe care is contingent upon individual continuity of care. Indeed, medical educators have maintained that fragmented care is problematic because of inadequate transfer of information from one provider to the next. 30 Trainees in our study echoed this assumption and generally maintained that individual continuity of care is synonymous with safer care; however, team-based concepts of continuity have shown promise in reducing the adverse events that may result from patient handoffs. 31 The success of structured team-based handover strategies requires a reframing of continuity in which team members share the responsibility. 32, 33 We believe, therefore, that before policy makers implement work hours regulations in other contexts, exploring how continuity is defined in the workplace is worthwhile. A deliberate move toward team-based models of continuity, as Starmer and colleagues 31 have modeled, might shift the patient safety discourse from rhetoric to reality.
The second rhetoric our study participants addressed is the rhetoric of well-being; this rhetoric is also well described in the literature on resident work hours, which has focused primarily on the negative impact of extended work hours on trainees' well-being. 1, 34, 35 Many trainees in our study felt that the rules compromised their sense of vocation, in spite of well-intentioned regulations. Trainees perceived that they had lost aspects of their role, including autonomy and self-regulation, that made them professionals. Surgical trainees in other studies who identified long working hours as a rite of passage have cited similar reservations. 36, 37 That is, the rhetoric of well-being is complicated by a perceived threat to the professional ethos. Others have demonstrated that individuals' autonomy over work hours is a significant predictor of "job satisfaction, lack of fatigue, and social functioning" 38(p27) -regardless of the total hours actually worked. 39 Given that wellbeing, like fatigue, is a complex social construct, policy makers in other contexts should consider dimensions of well-being that align with professional values when implementing work hours regulations.
Although the first two rhetorics and the tensions they engender are well defined by the duty hours literature, the rhetoric of efficiency is less clearly defined. Our findings suggest that some trainees feel pressure to complete their work within the allotted time in order to avoid being labeled inefficient. Disturbingly, trainees in a different study have reported that hospital employers have threatened to "label" them "with 'poor time keeping' on end-of-rotation assessment" to ensure that trainees report only compliant work hours.
14(p5) In contrast, trainees working in the Canadian context believed they were demonstrating a commitment to the profession by working beyond their scheduled shift; efficiency was not an immediate concern. 40 An important consequence of the rhetoric of efficiency is the phenomenon of work compression: Trainees are expected to perform the same amount of work with fewer resources in fewer hours.
14 As Boodman 41(p4) notes: "Residents live in the cracks of a broken health care system. They get things done." Certainly, being efficient and getting things done are not inherently problematic-unless they come at the cost of quality, as some of our participants suggested. The rhetoric of efficiency has surfaced in other aspects of medical education as well. In their critical discourse analysis of resident feedback, Renting and colleagues 42(p375) discovered that efficiency "emerged as an important attribute of physicians." This rhetoric has implications beyond duty hours reform, particularly regarding professional development. An overemphasis on being an efficient worker could undermine other roles, such as being a compassionate physician or lifelong learner, which may require time, not efficiency.
The three rhetorics we identified (of patient safety, of trainee well-being, and of efficiency) reflect trainees' belief that fatigue is still a problem in spite of regulations and that the regulations do not reflect reality. Other researchers have come to similar conclusions in European contexts and in the United States and Canada. 20 Douglas 10 reported that 81% of trainees experienced fatigue despite maintaining an EWTDcompliant rota. A cohort of U.S. general surgery residents scored similarly on a standardized assessment of sleepiness before and after implementation of work hours regulations. 43 A literature review by Morrow and colleagues 44 prompted the question of whether fatigue can be managed by simply restricting work hours.
Many possible explanations may account for the persistence of fatigue. Landrigan 2 argues that issues of "circadian misalignment and chronic sleep deprivation" need to be taken into account. Another possibility is that interindividual differences in tolerance to sleep deprivation have an effect on fatigue. 45 Other factors, such as proportion of nighttime shift work and personal demands outside of the workplace, also influence fatigue and sleep opportunities. 21, 35, 46 These various explanations center on the notion of fatigue as a primarily physical or emotional phenomenon determined by hours of sleep and work. Physical fatigue is reproducible and quantifiable using surrogates such as attention, reaction time, or biochemical markers. However, fatigue can also be understood as a social construct, defined and propagated by the context in which it is situated. 15 The sense that fatigue is pervasive yet must not interfere with clinical duties, as suggested by our findings, is one example of how fatigue is socially constructed. Understanding fatigue as a social, not just physical or emotional, phenomenon allows us to consider more broadly why fatigue persists and how it may prompt these three rhetorics in the context of work hours regulations.
Like all qualitative research, this study is situated within a given context that inevitably shaped our findings. One salient aspect of our study was the contemporaneous junior doctors strike in the United Kingdom, which brought issues related to labor rights and work hours to the forefront. 23 Although few trainees overtly mentioned the strike, trainees who were affected by the junior doctors' contract turmoil may have had a different perspective on work hours regulations than those who were unaffected. Our recruitment via personal communication also led us to key informants who were all connected, in some way, to the medical education scholarly community. Had we recruited individuals outside of this community, different meanings of the regulations may have emerged. One of the implications of this constructivist research methodology is that we cannot know why certain kinds of patterns were visible and others were not; certainly what emerged relates both to what participants shared and what our analysis identified. For instance, we cannot answer the question of whether residents' negative reactions to regulations are due to a perceived impact on their identity formation. Future research that seeks to answer this question would be worthwhile and timely.
Conclusions
In our exploration of how trainees across four European countries understand existing work hours regulations, we found three rhetorics that are complicated by inherent tensions. Trainees in our study perceived a disconnect between what the EWTD explicitly intended and how they experienced its effects on their practice. Trainees accepted the tensions within each of the rhetorics, which suggests that some of these tensions may be functional despite seeming problematic. For example, trainees could invoke the rhetoric of patient safety to justify leaving on time or working past the restricted hours. This paradox is likely a reflection of the complexity of the academic environment, 27 a complexity that allows trainees not only to abide by the regulations to serve one purpose but also to challenge the regulations to uphold another purpose. Notably, we found that fatigue persisted despite the regulations. One possible explanation is that duty hours reform is designed to address the physical or cognitive aspects of fatigue, while overlooking the social constructs of fatigue. These insights are usefulregardless of whether a given jurisdiction is contemplating work hours reform, loosening restrictions, or maintaining existing regulations-as they highlight the limitations of straightforward interventions to solve complex problems. Future interventions that focus on mitigating the impact of fatigue in the workplace may be part of the solution because they will call attention to fatigue as a problem without denying its ubiquitous, socially constructed, contextdependent nature.
I was in Nogales, a rural border town in Arizona, for my third-year pediatric outpatient rotation, scampering through a busy day in clinic. My patient was a baby boy in for a one-month checkup. His mom had her two other kids with her, and she looked exhausted. My patient was healthy except for a terrible diaper rash with raw, extensive epidermal sloughing. His mom and I were concerned about it; even my attending was a bit taken aback. She counseled the mom and handed her a tube of diaper rash cream. As a father of a one-year-old, all I could think was, "How could this mom let the rash get that bad?" A week later, my afternoon clinic was canceled, so I joined a nurse and a public health student visiting a low-income family with a new baby. As we drove to their home, the kind, elderly nurse told us in broken English that the mom had moved back to Mexico when her husband had gotten out of prison because he wanted her to live with him again. She fled back to the United States when he abused her. Back in Nogales, she was newly pregnant and selling tamales on the street to pay for a single-bedroom basement full of mold. My attending had discovered the family's living conditions and advocated for discounted public housing and resources.
When we arrived at the house, which smelled of tamales, a four-year-old ran up to me and started yanking on my extendable ID badge. Shocked by the child's familiarity, I soon realized that this child was the four-year-old I had been playing with while my attending talked to his mom about her baby's diaper rash.
The public health nurse showed a video made more than a decade earlier about car seat safety and babies sleeping on their backs. The one-month-old cried during the video and needed his diaper changed. The mom grabbed a new diaper and wiped his bottom a few times. The baby screamed louder as she wiped his still-eroded and tender skin. While she fastened the new diaper, I could see it now had yellow stool stains.
After the video and a pleasant conversation with the family, the nurse asked the mom if she had any concerns or questions. The mom again asked about the diaper rash. We all had seen it, and the nurse and public health student both looked at me with questioning concern. With the help of the nurse who translated, I repeated my attending's instructions and further explained that none of the stool from the baby's bottom should carry over to the new diaper. We then said our goodbyes and continued on.
This simple coincidence of patient continuity was a reality check for me during my time in the trenches of medical school. I was initially ashamed of my quick judgment; this mom was clearly trying her hardest given some difficult circumstances. I was also surprised at how learning a little bit about my patient dramatically changed my level of empathy for his mom. I found myself wishing that I could have that level of understanding for all my patients.
On reflection, I can see that it is unrealistic to have the same deep empathy I felt for this family for all my patients, which may have its own set of problems. I think the real mistake I made was not working to understand my patient's circumstances. My attending made the effort and subsequently bettered the family's social situation. I had been lazy and passed judgment.
Empathy serendipitously found me that day and taught me a work ethic that didn't involve patient volume or textbooks. I hope I can become the physician my attending modeled, one who works hard to understand and find empathy for the patients who confound me.
